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NAC 449.209

5. The administrator of a residenttal facility shall
ensure that the premises are clean and that the
interior, exterior and landscaping of the facility are
well maintained.

This Regulation is not met as evidenced by:
Based on observation and interview on 9/10/08,
the facility failed to ensure the interior and
exterior of the facility were appropriately
maintained.

Findings include:
interior:

- The ceiling air intake vents had a significant
accumulation of dust covering them.
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Y 000! Initial Comments Y 000
This Statement of Deficiencies was generated as
a resuft of an annual State Licensure survey
conducted in your facility on 9/10/08. This State
Licensure survey was conducted by the authority
of NRS 449,150, Powers of the Health Division.
The facility is licensed for eight Residential
Facility for Group beds for elderly and disabled
persons, Category |l residents. The census at the
time of the survey was five. Five resident files
were reviewed and three employee files were
reviewed. One discharged resident file was
reviewed.
The following deficiencies were identified:
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- The ceiling exhaust vents in the two bathrooms 7&‘; 5 y 2
were also covered with a layer of dust that ’YJ ﬂ’ﬂﬂwﬂ et
spanned out onto the ceiling. 7/1490 tba )A;ﬁppm )@A
- One of the two doors to the sink vanity in the / o dlecra Qa e esn,
front hall bathroom was missing. The two /c?
drawers that were behind the door had been g@&wﬁ"-’ & E:f / 6, Joo g
dismantied and the drawer rails were sticking out
from the bottom opening. attueh oFlockneil # L
- The floor at the doorway to the front hall )/ /7§
bathroom had a 1 inch open gap between the aca
bathroom floor tiles and those in the hallway. + )Z& Ao O /z A ? )éu_ M ,Q
Exterior: va 467
- The front yard consisted of hard dirt with dried ,44;,(, ,&w a/zue
grass and weeds. The owner stated he planned 00
to put in desert landscaping. @ cLalpr /E Loo¥ 0T aD
- There were large cracks in the stucco across 05‘/f mtf a??‘tchf/ #:
the front of the house and some were covered 7?@‘ }/ /7%
with a dark colored sealant. Wood framing was
exposed at ground level near the enclosed front
patio and showed water damage. The owner 5 7& @'?7 )‘?u- took aZ
stated he planned to remodel the front of the {9 /hm;p
house.
Repeat deficiency from the 8/30/07 annual /u;»;wc& 0‘;1 )ZQ e /L”&
survey. @ éﬂ /oé L e Yoo
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' pe: @’WM @& need PLoos’l b o
Y 936 449,2749(1)(e) Resident file vose | 0, // y./3 agggm lAth I
§S=D eondle
NAC 449.2749 t 7 )
1. A separate file must be maintained for each Aale ! %‘,’g
resident of a residential facility and retained for at - .
least 5 years after he permanently leaves the £ Xd{ﬂ hteh
facility. The file must be kept locked in a place & i Be
that is ree_;istant to fire and is protected'against (gmw%‘;a’ e £25T ﬁqzaf,ﬂtyﬁw \JMM?
unauthorized use. The file must contain all s Mtk ofdie 90, 200
records, letters, assessments, medical
information and any other information related to
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the resident, including without limitation: Lot L3, Sy /\%f 4
{e) Evidence of compliance with the provisions of Qm(f &;L 743 ,ﬁe /e M
chapter 441A of NRS and the regulations / ) ;
adopted pursuant thereto. Jhe dTLlto gl cooodf
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This Regulation is not met as evidenced by: J X W@ &t (7, 200 8’
Based on record review on 9/10/08, the facility a‘/fa’«fkaf ffacpirerce 4 '
failed to ensure 1 of 5 residents met the )ﬁL e wa’ '[é e BECUN

requirements for tuberculosis (TB) testing.
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Findings include;

Resident #3 was admitted on 3/21/07 and chart AL, Bole 4Bk
completed initial iwo-step TB testing on 3/17/07. /f’ e s .
The resident's annual TB test was not initiated a Lecrrengo / Mﬂ) P2y 4
until 4/7/08, more than one year later. The )é L Lfe e nd? AL,
resident needs an additional one-step TB test. : M
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